relation to previous months' flu incidence. E values were calculated to evaluate for unmeasured confounders.
INTRODUCTION:
Orbital hypertelorism can exist in a variety of craniofacial anomalies such as midline anterior encephaloceles, frontonasal dysplasia, and syndromic bicoronal craniosynostosis. Facial bipartition corrects hypertelorism and benefits patients with a narrow, V-shaped maxilla. However, in young children with hypertelorism, there is a higher risk of injury to dental follicles. The supraorbital bipartition allows for correction hypertelorism in this younger population of patients undergoing frontal craniotomy without the need for osteotomies extending into tooth-bearing segments of the maxilla.
MATERIALS AND METHODS:
The supraorbital bipartition technique was performed in 15 patients with hypertelorism. Of these, 3 patients had associated meningoencephaloceles, 5 patients had facial clefting, and 7 patients had hypertelorism associated with Crouzon or Apert syndrome. All patients underwent preoperative evaluation by neurosurgery, ophthalmology, and pediatrics. Neuropsychiatric testing and preoperative computerized tomography scans were performed. The technique, advantages, and complications are described.
RESULTS:
The patient age ranged from 8 months to 8 years old, with a mean of 40 months. Seven patients were female, and 8 were male. All cases were uneventful. The interorbital distance was normalized for age in 11 cases. The remainder 4 cases had dramatic improvement in interorbital distance. Blood loss ranged from 250 to 600 ml, with mean EBL of 350 ml. Blood transfusion was required in 12 patients. No major complications occurred. In 4 cases, unilateral detachment of the medial canthal ligament occurred. In one case, bilateral detachment of the medial canthal ligament occurred. In all cases, these detachments were repaired intraoperatively. Two cases had minor wound dehiscence that healed with local wound care.
CONCLUSIONS:
The classical techniques for management of hypertelorism entail either complete bilateral orbital osteotomies and translocation or facial bipartition. These techniques are not suitable for younger patients given the presence of tooth buds before the eruption of permanent dentition. In the proposed technique, the infraorbital osteotomy was avoided, thus sparing the developing tooth buds. The rate of complication of the present technique is lower than in the other techniques, with no major complications. The improvement in interorbital distance is comparable to that obtained with classical techniques.
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